MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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STATE FILE NUMBER

1= .l 1089

T URJ

l— M!l:ros nu‘1'l|"’ +

a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.

a. STATE

Missouri

If ingtitution: Residence before

= b. COUNTY adrainafon)

b. CITY [If outside carporate limits, give TOWNSHIP only)
OR

TOWN

St. Louls

Length of stay in 1b

66 yrs,

c. CITY
OR
TOWN

St. Louis

Inside Limits

Yes ] No [J

«. FULL NAME OF ({If NOT in haspital, give locatian}

HOSPITAL OR
INSTITUTION

Lutheran Hospital

Inside Limils

YEIE No [J

d. STREET
ADDRESS

Reside on Farm

Yas [J Ne

{If curside, give location)

4346 Gertrude

. NAME OF DECEASED
{Type ot print)

First

CARL

Middle

T.

Last

GEHRKE

T4, DC?JE Month
DEATH September

Year

26, 1963

Day

. SEX 4. COLOR OR RACE

Male White

7.

Widowed ]

Married I Never Married [
Divorced {1

10a.
during mo!i rki lifa,
L ‘E\IT ing Ii

USUAL OCCUPATION {Glve kind of work done
n if retired)
an

10b.

KIND OF BUSINESS OR INDUSTRY

Brewery

8. DATE OF BIRTH

2/10/197

9. AGE (last birthday)

66 yrs.

IF UNDER 1 YEAR | IF UNDER 24 HR
Months Dayx Haurs Min,

BIRTHPLACE (City and stata or country)
St. Louis, Missouri

12. CITIZEN OF WHAT COUNTRY

USA

13a. FATHER'S NAME

Carl Gehrke

13b. MOTHER'S MAIDEN NAME
Anna Tanner

14, NAME OF HUSBAND OR WIFE

Augusta Hoops Gehrke

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

18. SOCIAL SECURITY NO.

{Yas, nﬁ of unknown) |(lf yoa, give war of danes
o)

17. INFORMANT

Address

Mrs. Augusta Gehrke, 4346 Gertrude 63116

18. CAUSE OF DEATH (Enter only cne cavie
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO [b)
which gave rise to
above causa (8},
sfating the under-

lying cause last. DUE-TO (c)
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INTERVAL BETWEEN

QNSEJ AND DEATH

/
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$# 20/

PART 1L

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
dissase condition given in PART 1 (a)

PART Il If deceased was female was
there a pregnancy in last 90 days.

I O Yes I O Na l O Unknown

19. WAS AUTOPSY

20s. ACCIDENT  SUICIDE  HOMICIDE
) a a

206. DESCRIBE HOW INJURY OCCURRED. [Enter nature of

njury in PART | or PART Il of item 18.}

Holur
am,
X8

Month, Day, Year
INJURY

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT WORK
NOT WHILE AT WORK []

Fa

20e. PLACE OF INJURY (e.g., in or about home,
lar.n7, streen, office bldg., eic.)

-3

20f,

CITY, TOWN, OR LOCATION

COUNTY

21. 1 artended the decessed from

7/11/6 9 .

/

A

10:;00 4.

—m 6n the

Desth occurred at

s/
Z

dat

nd |ast AW i allve on.
tated above, and to the best of my kno/a/qa, from lhe causes ste
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y. 1

22, ADDRESS

e

. DATE

2
%Zpt.28,1963

23a. BURIAL, CREMATION,
REMOVAL (Specify)

Buri

[ Z3c. NAME OF CEMETERY OE CREMATJ

Marcus Cemetery

New &t.

23d. L?AHON (Clty{ fJown, or county} [(5!0(7{
¥t. Lofls County, Missouri.

24. FUNERAL DIRECTOR

0

ADORESS

1

[Licensed Embalmer’s Statement on Reversa Sice)

25. DATE RECD. BY LOCAL REG.

SEP 28 1963

Joud Sidd . 110,




STATEMENT BY UCENSED EMBALMER

| hereby certify thot the bady whose name is recorded on the reverse side of this certificate wos embetmed by ms,

or by i Sludenl Embalmer Nu

YA ZW;;_

Licensed Embalmer No.

working under my personal supervision.

Signsturg of Studant Embalmer

P. Q, Address

Note: The a.bove MUST BE SIGNED BY THE UICENSED EMBALMER in his OWN HANDWRITING. (Feilure to comply
with the sbove constitutes grounds for révocetion of license). o

if embaimed by & STUDENT, he olso shell sign in his OWN handwmmg.

#f this body is not embaimed, fact shoulglr,‘l?e 50 stated sbove.




